
    

   

 
 

 

      

   

          
  

     

 

 

  

  
  

 
  
 
  
 

  

Health Net of California, Inc. (Health Net) 
Health Net Small Group HMO and PPO plans are pending completion of regulatory review

California Small Business Group 

Renewal Plan Election and 
Open Enrollment Change Form 
Effective 1/1/2023 

Your broker or Health Net account manager may have provided you with additional renewal proposals to help you choose 
the best coverage for your group. To help us serve you better, please provide the quote number of the renewal proposal you 
are accepting. The quote number can be found on the cover page and in the header of the renewal proposal pages. 

Quote #: _________________________________________________________ Renewal effective date: ___________________________________________ 

Do you have a grandfathered plan on your policy you wish to renew? ■■ Yes ■■ No 

1. Employee information 
New hire waiting period (Please check the waiting period for new hires. Federal law does not allow waiting periods beyond 90 days.) 
First of the month following: ■■ Date of hire ■■ 30 days ■■ 1 month ■■ 60 days 

On a typical business day, how many employees are eligible for health benefit plan coverage (count all employees throughout the U.S.)? 
Total eligible employees:  California employees:  Out-of-state employees:_____________________ _____________________ _____________________ 

Is the group subject to ERISA? ■■ Yes ■■ No, government, public plan or church plan  
■■ No (please specify reason) ________________________________________________________________________________________________________________________________ 

Medicare secondary payer (MSP) 
Total  worldwide  employees:_____________________ 
(Count all employees regardless of if they   
are eligible for coverage. Include full-time   
and part-time employees. Do not include  
1099 and seasonal employees.) 

Medical loss ratio (MLR) 
Average number of employees you employed for the entire previous calendar year 
regardless of whether or not they were eligible for coverage:_____________________ 
An employee is defined as any person for whom the company issues a W-2, including   
full-time, part-time, and seasonal workers, and regardless of insurance eligibility.1 

To calculate the average number of employees, determine the number of employees   
for each month, add each month’s number to get an annual total, and then divide by 12.  
Round up or down to the nearest whole number – example: 24.6 = 25. Do not spell out   
the number – example: write 3, not three. 

2. Medical plan offerings (Complete the contribution and the plans you wish to offer.)

Employer monthly contribution – Employee:____________% Dependent:____________% or Employee: $____________  Dependent: $____________ 

Health Net PPO 

■■ Platinum PPO 0/15
■■ Platinum PPO 250/15
■■ Gold PPO 0/35
■■ Gold PPO 350/25
■■ Gold PPO 500/20

■■ Gold PPO 1000/35
■■ Gold PPO 1600/0
■■ Gold PPO 750/15
■■ Silver PPO 2500/55
■■ Silver PPO 2250/60

■■ Silver PPO 1700/50
■■ Silver HDHP PPO 1500/50%
■■ Bronze PPO 6300/65
■■ Bronze HDHP PPO 7000/0%

Health Net HMO (First select your network, then select your plan.) 

Network 
 Full Network HMO 
 WholeCare HMO 
 SmartCare HMO 
 Salud HMO y Más 

Plan 
 Platinum $0 
 Platinum $10 
 Platinum $20 
 Platinum $30 

 Gold $30 
 Gold $35 
 Gold $40 
 Gold $50 

 Silver $55 

Health Net CommunityCare HMO 

■■ Silver $2250/$50
■■ ■■ ■■ ■■ ■■ Bronze $6300/$65
■■ ■■ ■■
■■ ■■ ■■
■■ ■■ ■■



 

 

 

 

  

 
 

  

 
  

 

3. Supplemental renewal offerings 
(Select either voluntary or employer-paid and then select the plans you wish to offer.) 

Optional Rider (Optional coverage available on all HMO and PPO plans) ■■ Chiropractic ■■ Infertility 

Note: Dental and Vision can be either voluntary or employer-paid. If employer-paid, you must complete the employer contribution. 
If you select Dental and/or Vision with no contribution, indicate “0.” 
If you would like to add, change, or remove any of the below lines of coverage, please contact your Account Manager at  
1-800-447-8812 Option 2. 

Employer monthly contribution 

Dental – Employee:_____________% Dependent:_____________% Vision – Employee:_____________%  Dependent:_____________% 

Vision 

■■ Voluntary ■■ Employer-paid ■■ Preferred 1025-2 
Supreme 010-2 

■■ Preferred 1025-3 
Plus 20-1 

■■ Preferred Value 10-3 
Exam only 

■■ Elite 1010-1 
■■ ■■ ■■ 

Dental 

■■ Voluntary ■■ Employer-paid Dental (DHMO) ■■ HN Plus 150 ■■ HN Plus 225 

Dental (DPPO) ■■ Classic 4 1500 
Essential 2 1000 

■■ Classic 5 1500 (w/ortho) 
■■ ■■ Essential 5 1500 (w/ortho) ■■ Essential 6 1500 

Life and AD&D options (If Health Net Life is selected, all full-time employees are eligible.) 

■■ $15,000 (2–100 employees) ■■ $25,000 (15–100 employees) ■■ $50,000 (25–100 employees) 

I/We have reviewed and understand my/our medical plan renewal notification along with the following  
informational pieces provided by Health Net of California, Inc. and/or Health Net Life Insurance Company.   
After reviewing the renewal information, by my/our signature below, I/we confirm that I/we intend to renew  
my/our health benefit plan(s).  

I/We understand that Health Net is relying on my/our answers to the above questions to assess whether my/our 
group meets the State of California's definition of a small employer group. I/We affirm these answers are true to 
the best of my/our knowledge and belief. 

Policyholder name: Policyholder/Case ID: 
(located on the coverage page and header of renewal proposal pages) 

Company authorized representative (please print): Title: 

Signature: Date: 

Email address: Phone: 

This form must be completed and returned to your Health Net account manager in order to perform renewal 
election changes. If the completed form is not received by Health Net by the 1st of the month prior to the 
effective date of your renewal, your health benefit plan(s) will be auto-renewed to the closest matching plan(s). 
Please fax completed forms to the Health Net Account Management Department at 1-800-303-3110. 

1This infor mation is for rating purposes and not to determine group size. The determination of how to count employees of related corporate entities when calculating group size 
for medical loss ratio (MLR) purposes is based on whether the entities are considered a single employer under Section 414 of the Internal Revenue Code (subsection (b), (c), 
(m), or (o)) and is not based on the multiple tax identification status of the related entities. 

Health Net HMO and PPO plans are offered by Health Net of California, Inc. Life/AD&D insurance plans are underwritten by Health Net Life Insurance Company. Vision plans, other than pediatric vision, 
are underwritten by Health Net Life Insurance Company and administered by Envolve Vision, Inc. Health Net Dental HMO and PPO plans, other than pediatric dental, are offered and serviced by Dental 
Benefit Providers of California, Inc. (DBP). Obligations of DBP are neither the obligations of, nor guaranteed by, Health Net, LLC. or its affiliates. Health Net of California, Inc. and Health Net Life Insurance 
Company are subsidiaries of Health Net, LLC and Centene Corporation. Health Net is a registered service mark of Health Net, LLC. All rights reserved. 

FRM640543EC01w (5/22) 



 
 

 
      

 
 

Open Enrollment Medical Plan Change Request Form 
Effective 1/1/2023 

Use this form to indicate plan changes for your employees and their dependents during your renewal. Please refer to the Group Policy and Procedures Guide for acceptable plan 
changes and guidelines. You may also call your authorized Health Net of California, Inc. (Health Net) broker or Health Net account manager for more information. 

Employer group information 
Group number: Company name: Renewal effective date: 

Group contact: Contact phone: Contact fax: Contact email address: 

Optional rider information 
Do you want to add the Infertility Rider Benefit to your medical plan offerings? 
■■ Yes ■■ No 

Do you want to add the Chiropractic Rider Benefit to your medical plan offerings? 
■■ Yes ■■ No 

List all currently enrolled members making plan changes during Open Enrollment on this form. New enrollees will need to submit separate enrollment applications. You may 
photocopy this form if more space is required. Using blue or black ink, please indicate the plan each member wishes to move into with a checkmark. Fax completed 
forms to the Health Net Account Management Department at 1-800-303-3110. 

Member’s name 

Member’s 
SSN or 
reference ID # Group # 

Primary care 
physician’s 
enrollment ID # 

CommunityCare 
HMO 

HMO 

1. Pick your plan 2. Pick your network 
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Member’s name 
Member’s SSN or  
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Note: You must provide the Summary of Benefits and Coverage (SBC) to each individual listed on this form before the individual makes the plan choice and PRIOR TO SUBMITTING THIS FORM TO HEALTH NET. To download 
and print an SBC, go to www.healthnet.com/sbc. Or please contact your Health Net account manager to obtain a copy. 

As an owner or officer of stated company, I hereby authorize the above changes to our Health Net Group medical coverage. I have informed the employees listed above that the enrollment terms 
of the Health Net form they completed previously at enrollment are still in force and a copy is available upon request. 

Printed name Signature Date 

http://www.healthnet.com/sbc


 

 

 

 

 
 

 

 
 

 

 
 

 

 

 
 

 
 

 
 

Nondiscrimination Notice
 
In addition to the State of California nondiscrimination requirements (as described in benefit coverage documents), Health Net 
of California, Inc. (Health Net) complies with applicable federal civil rights laws and does not discriminate, exclude people or 
treat them differently on the basis of race, color, national origin, ancestry, religion, marital status, gender, gender identity, sexual 
orientation, age, disability, or sex. 

HEALTH NET: 
• Provides free aids and services to people with disabilities to communicate effectively with us, such as qualified sign language 

interpreters and written information in other formats (large print, accessible electronic formats, other formats). 

• Provides free language services to people whose primary language is not English, such as qualified interpreters and 
information written in other languages. 

If you need these services, contact Health Net’s Customer Contact Center at:
 
Individual & Family Plan (IFP) Members On Exchange/Covered California 1-888-926-4988 (TTY: 711)
Individual & Family Plan (IFP) Members Off Exchange 1-800-839-2172 (TTY: 711)
 
Individual & Family Plan (IFP) Applicants 1-877-609-8711 (TTY: 711)
Group Plans through Health Net 1-800-522-0088 (TTY: 711)
 

If you believe that Health Net has failed to provide these services or discriminated in another way based on one of the 
characteristics listed above, you can file a grievance by calling Health Net’s Customer Contact Center at the number above and 
telling them you need help filing a grievance. Health Net’s Customer Contact Center is available to help you file a grievance. 
You can also file a grievance by mail, fax or email at: 

Health Net of California, Inc. Appeals & Grievances 
PO Box 10348 
Van Nuys, CA 91410-0348 

Fax: 1-877-831-6019 
Email:  Member.Discrimination.Complaints@healthnet.com (Members) or   

Non-Member.Discrimination.Complaints@healthnet.com (Applicants) 

If your health problem is urgent, if you already filed a complaint with Health Net of California, Inc. and are not satisfied with 
the decision or it has been more than 30 days since you filed a complaint with Health Net of California, Inc., you may submit 
an Independent Medical Review/Complaint Form with the Department of Managed Health Care (DMHC). You may submit 
a complaint form by calling the DMHC Help Desk at 1-888-466-2219 (TDD: 1-877-688-9891) or online at www.dmhc.ca.gov/ 
FileaComplaint. 

If you believe you have been discriminated against because of race, color, national origin, age, disability, or sex, you can also 
file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights (OCR), electronically 
through the OCR Complaint Portal, at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: U.S. Department  
of Health and Human Services, 200 Independence Avenue SW, Room 509F, HHH Building, Washington, DC 20201,   
1-800-368-1019 (TDD: 1-800-537-7697). 

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html. 

FLY028965EP00 (3/19) 
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សេវាភាសាសោយឥតគិតថ្លៃ។ សោកអ្នកអាចទទួលបានអ្នកបកប្បផ្ទា ល់មាត។់ សោកអ្នកអាចសាដា បស់គអានឯក
សារឱ្យសោកអ្នកជាភាសារបេ់សោកអ្នក។ េ្មាបជំ់នួយ េូមសៅទូរេ័ពទាសៅកានម់ជ្ឈមណ្ឌ លទំនាកទ់ំនងអតិ
្ិជនតាមសលខបែលមានសៅសលើបណ័្ណ េមាគា ល់ខលៃួនរបេ់សោកអ្នក ឬសៅទូរេ័ពទាសៅកានក់ម្មវធិី Off Exchange 
របេ់គស្មាងជាលក្ខណៈបុគគាល និង្ករុម្គរួសារ (IFP) តាមរយៈសលខ៖ 1-800-839-2172 (TTY: 711)។ 
េ្មាបទី់ផ្សាររែ្ឋ California េូមសៅទូរេ័ពទាសៅកានក់ម្មវធិី On Exchange របេ់គស្មាង IFP តាមរយៈសលខ 
1-888-926-4988 (TTY: 711) ឬ្ករុមហុ៊នអាជីវកម្មខ្្ន តតូចតាមរយៈសលខ 1-888-926-5133 (TTY: 711)។ 
េ្មាបគ់ស្មាងជា្ករុមតាមរយៈ Health Net េូមសៅទូរេ័ពទាសៅកានស់លខ 1-800-522-0088 (TTY: 711)។

Korean
무료 언어 서비스입니다. 통역 서비스를 받으실 수 있습니다. 문서 낭독 서비스를 받으실 수 있으며 
일부 서비스는 귀하가 구사하는 언어로 제공됩니다. 도움이 필요하시면 ID 카드에 수록된 번호로 
고객서비스 센터에 연락하시거나 개인 및 가족 플랜(IFP)의 경우 Off Exchange:
1-800-839-2172(TTY: 711)번으로 전화해 주십시오. 캘리포니아 주 마켓플레이스의 경우  
IFP On Exchange 1-888-926-4988(TTY: 711), 소규모 비즈니스의 경우 1-888-926-5133(TTY: 711)번으로 
전화해 주십시오. Health Net을 통한 그룹 플랜의 경우 1-800-522-0088(TTY: 711)번으로 전화해 
주십시오.

Navajo
Doo b33h 7l7n7g00 saad bee h1k1 ada’iiyeed. Ata’ halne’7g77 da [a’ n1 h1d7d0ot’88[. Naaltsoos da t’11
sh7 shizaad k’ehj7 shich9’ y7dooltah n7n7zingo t’11 n1 1k0dooln77[. !k0t’4ego sh7k1 a’doowo[ n7n7zingo
Customer Contact Center hooly4h7j8’ hod77lnih ninaaltsoos nanitingo bee n44ho’dolzin7g77 hodoonihj8’
bik11’ 47 doodago koj8’ h0lne’ Individual & Family Plan (IFP) Off Exchange: 1-800-839-2172 (TTY: 711). 
California marketplace b1h7g77 koj8’ h0lne’ IFP On Exchange 1-888- 926-4988 (TTY: 711) 47 doodago
Small Business b1h7g77 koj8’ h0lne’ 1-888-926-5133 (TTY: 711). Group Plans through Health Net b1h7g77 47
koj8’ h0lne’ 1-800-522-0088 (TTY: 711).

Persian (Farsi)
خدمات زبان بدون هزينه. می توانيد يک مترجم شفاهی بگيريد. می توانيد درخواست کنيد اسناد به زبان شما برايتان خوانده شوند. برای 
دريافت کمک، با مرکز تماس مشتريان به شماره روی کارت شناسايی يا طرح فردی و خانوادگی IFP( Off Exchange) به شماره: 

TTY:711( 1-800-839-2172( تماس بگيريد. برای بازار کاليفرنيا، با IFP On Exchange شماره 1-888-926-4988 
)TTY:711( يا کسب و کار کوچک 1-888-926-5133 )TTY:711( تماس بگيريد. برای طرح های گروهی از طريق

Health Net، با TTY:711( 1-800-522-0088( تماس بگيريد.

Arabic
مع  صلالتواجىير،مةزللااةعدلمسااعلىلللحصو .بلغتكئق ثالوالكأنقرنأيمكننا و.يرفوجممترلك فرنونأيمكننا  .نيةمجاية لغوتماخد
TTY: 711( 1-800-839-2172 .)ة: لائعوالراد فالأةطخليرعفالمقرالبالصالاتأو  كتاقطبىلعنيبمالمرقالربعلاء معالةدمخزركم
TTY: 711( 1-888-926-4988)م: رقالربعةلائعوالراد الأفة طخليرعفالمرقالبالصالاتى رجيا،يورنفيالكيفلواصتلل

(. لخطط المجموعة عبر 1-888-926-5133 )TTY: 711 أو المشروعات الصغيرة 
Health Net يرجى الاتصال بالرقم ،TTY: 711( 1-800-522-0088.) 

Armenian 
Անվճար լեզվական ծառայություններ: Դուք կարող եք բանավոր թարգմանիչ ստանալ: 
Փաստաթղթերը կարող են կարդալ ձեր լեզվով: Օգնության համար զանգահարեք Հաճախորդների 
սպասարկման կենտրոն ձեր ID քարտի վրա նշված հեռախոսահամարով կամ զանգահարեք 
Individual & Family Plan (IFP) Off Exchange`1-800-839-2172 հեռախոսահամարով (TTY` 711): 
Կալիֆորնիայի համար զանգահարեք IFP On Exchange՝ 
1-888-926-4988 հեռախոսահամարով (TTY` 711) կամ Փոքր բիզնեսի համար՝ 
1-888-926-5133 հեռախոսահամարով (TTY` 711): Health Net-ի Խմբային ծրագրերի համար 
զանգահարեք 1-800-522-0088 հեռախոսահամարով (TTY՝ 711): 

Chinese
免費語言服務。您可使用口譯員服務。您可請人將文件唸給您聽並請我們將某些文件翻譯成您的語言

寄給您。如需協助，請撥打您會員卡上的電話號碼與客戶聯絡中心聯絡或者撥打健康保險交易市場外

的 Individual & Family Plan (IFP) 專線：1-800-839-2172（聽障專線：711）。如為加州保險交易市場， 

請撥打健康保險交易市場的 IFP 專線 1-888-926-4988（聽障專線：711），小型企業則請撥打 

1-888-926-5133（聽障專線：711）。如為透過 Health Net 取得的團保計畫，請撥打 

1-800-522-0088（聽障專線：711）。 

Hindi 
बिना शलु्क भाषा स  पढ़वावाए। आप ए्क दभाबषया प्ाप्त ्कर स्कत ह। आप दसतावजों ्को अपनी भाषा म
स्कत  लिए, अपन  म ददए गए नंिर पर ग्ाह्क स ें ह। मदद ्क  आईडी ्काड वा ्कद्र ्को ्कॉि ्कर या वयबतिगत 
और फलमिी पिान (आईएफपी) ऑफ एकसचेंज: 1-800-839-2172 )TTY: 711) पर ्कॉि ्करें। ्क ्डलिफोलनया 
िाजारों ्क लिए, आईएफपी ऑन एकसचेंज 1-888-926-4988 )TTY: 711) या समॉि बिजनस 
1-888-926-5133 )TTY: 711) पर ्कॉि ्कर। हल्थ नट ्क माधयम स ग्ुप पिान ्क लिए 
1-800-522-0088 )TTY: 711) पर ्कॉि ्करें। 

Hmong
Tsis Muaj Tus Nqi Pab Txhais Lus. Koj tuaj yeem tau txais ib tus kws pab txhais lus. Koj tuaj yeem muaj ib 
tus neeg nyeem cov ntaub ntawv rau koj ua koj hom lus hais. Txhawm rau pab, hu xovtooj rau Neeg Qhua Lub 
Chaw Tiv Toj ntawm tus npawb nyob ntawm koj daim npav ID lossis hu rau Tus Neeg thiab Tsev Neeg Qhov 
Kev Npaj (IFP) Ntawm Kev Sib Hloov Pauv: 1-800-839-2172 (TTY: 711). Rau California qhov chaw kiab 
khw, hu rau IFP Ntawm Qhov Sib Hloov Pauv 1-888-926-4988 (TTY: 711) lossis Lag Luam Me 
1-888-926-5133 (TTY: 711). Rau Cov Pab Pawg Chaw Npaj Kho Mob hla Health Net, hu rau 
1-800-522-0088 (TTY: 711). 

Japanese
無料の言語サービスを提供しております。通訳者もご利用いただけます。日本語で文書をお読みす
ることも可能です。ヘルプが必要な場合は、IDカードに記載されている番号で顧客連絡センターま
でお問い合わせいただくか、Individual & Family Plan (IFP) (個人・家族向けプラン) 
Off Exchange: 1-800-839-2172 (TTY: 711) までお電話ください。カリフォルニア州のマーケット
プレイスについては、IFP On Exchange 1-888-926-4988 (TTY: 711) または Small Business 
1-888-926-5133 (TTY: 711) までお電話ください。Health Netによるグループプランについては、 
1-800-522-0088 (TTY: 711) までお電話ください。 

English
No Cost Language Services. You can get an interpreter. You can get documents read to you and some sent to you 
in your language. For help, call the Customer Contact Center at the number on your ID card or call 
Individual & Family Plan (IFP) Off Exchange: 1-800-839-2172 (TTY: 711). For California marketplace, 
call IFP On Exchange 1-888-926-4988 (TTY: 711) or Small Business 1-888-926-5133 (TTY: 711). 
For Group Plans through Health Net, call 1-800-522-0088 (TTY: 711).  

े ं ु े ैं े ें
े ैं े े ्ड ें े ें
ै ै
े े

ें े े े े े

Khmer 



Japanese
無料の言語サービスを提供しております。通訳者もご利用いただけます。日本語で文書をお読みす
ることも可能です。ヘルプが必要な場合は、IDカードに記載されている番号で顧客連絡センターま
でお問い合わせいただくか、Individual & Family Plan (IFP) (個人・家族向けプラン)  
Off Exchange: 1-800-839-2172 (TTY: 711) までお電話ください。カリフォルニア州のマーケット
プレイスについては、IFP On Exchange 1-888-926-4988 (TTY: 711) または Small Business 
1-888-926-5133 (TTY: 711) までお電話ください。Health Netによるグループプランについては、 
1-800-522-0088 (TTY: 711) までお電話ください。

Spanish

 

 

  

 
 

  
 

      
    

 
   

  

 

 

Khmer 
តថ្លៃ។ សោកអ្នកអាចទទួលបានអ្នកបកប្បផ្ល់មាត។់ សោកអ្នកអាចសាដា បសគអានឯក 

រេ័ពទាសៅកានមជ្ឈមណលទំនាក
្ បណ័្ណ េមាគា ល់ខលៃ សោកអ្នក ឬសៅទរេ័ពទាសៅកានកម្មវ  Off Exchangeជនតាមសលខបែលមានសៅសល នរបេ

រេ័ពទាសៅកានសលខ 1-800-522-0088 (TTY: 711)។ 

Korean 

주십시오. 

Navajo 

ធ

koj8’ h0lne’ 1-800-522-0088 (TTY: 711). 

Persian (Farsi) 

សេវាភាសាសោយឥតគ ទា
សារឱ្យសោកអ្នកជាភាសារបេសោកអ្នក។ េ្មាបជ់នួយ េូមសៅទ ទំនងអតិ 

ធ
របេ់គស្មាងជាលក្ខណៈបុគគាល នង្ករុម្គរួសារ (IFP) តាមរយៈសលខ៖ 1-800-839-2172 (TTY: 711)។
េ្មាបទ់ផ្សាររែ្ឋ California េូមសៅទូរេ័ពទាសៅកានកម្មវ  On Exchange របេ់គស្មាង IFP តាមរយៈសលខ 
1-888-926-4988 (TTY: 711) ឬ្ករុមហនអាជវកម្មខ្តតចតាមរយៈសលខ 1-888-926-5133 (TTY: 711)។
េ្មាបគ់ស្មាងជា្ករុមតាមរយៈ Health Net េូមសៅទ

무료 언어 서비스입니다. 통역 서비스를 받으실 수 있습니다. 문서 낭독 서비스를 받으실 수 있으며 
ID일부 서비스는 귀하가 구사하는 언어로 제공됩니다. 도움이 필요하시면  카드에 수록된 번호로 

(IFP) Off Exchange: 고객서비스 센터에 연락하시거나 개인 및 가족 플랜 의 경우 
1-800-839-2172(TTY: 711) 번으로 전화해 주십시오. 캘리포니아 주 마켓플레이스의 경우 
IFP On Exchange 1-888-926-4988(TTY: 711) 1-888-926-5133(TTY: 711) , 소규모 비즈니스의 경우 번으로 

Health Net 1-800-522-0088(TTY: 711) 전화해 주십시오. 을 통한 그룹 플랜의 경우 번으로 전화해 

Doo b33h 7l7n7g00 saad bee h1k1 ada’iiyeed. Ata’ halne’7g77 da [a’ n1 h1d7d0ot’88[. Naaltsoos da t’11 
sh7 shizaad k’ehj7 shich9’ y7dooltah n7n7zingo t’11 n1 1k0dooln77[. !k0t’4ego sh7k1 a’doowo[ n7n7zingo 
Customer Contact Center hooly4h7j8’ hod77lnih ninaaltsoos nanitingo bee n44ho’dolzin7g77 hodoonihj8’ 

Individual & Family Plan (IFP) Off Exchange: 1-800-839-2172 (TTY: 711)bik11’ 47 doodago koj8’ h0lne’ . 
California marketplace IFP On Exchange 1-888- 926-4988 (TTY: 711) b1h7g77 koj8’ h0lne’ 47 doodago 
Small Business 1-888-926-5133 (TTY: 711) Group Plans through Health Netb1h7g77 koj8’ h0lne’ b1h7g77 47 . 

ਬਿਨਾਂ ਬਿਸੇ ਲਾਗਤ ਵਾਲੀਆਂ ਭਾਸਾ ਸੇਵਾਵਾਂ। ਤੁਸੀਂ ਇੱਿ ਦੁਭਾਸੀਏ ਦੀ ਸੇਵਾ ਹਾਸਲ ਿਰ ਸਿਦੇ ਹੋ। ਤੁਹਾਨ ਦਸਤਾਵੇਜ਼ ਤੁਹਾਡੀ ਭਾਸਾ 
ਬਵੱਚ ਪੜ੍ਹ ਿੇ ਸੁਣਾਏ ਜਾ ਸਿਦੇ ਹਨ। ਮਦਦ ਲਈ, ਆਪਣੇ ਆਈਡੀ ਿਾਰਡ ਤੇ ਬਦੱਤੇ ਨਿਰ ਤੇ ਗਾਹਿ ਸੰਪਰਿ ਿੇਂਦਰ ਨ ਿਾਲ ਿਰੋ ਜਾਂ 
ਬਵਅਿਤੀਗਤ ਅਤੇ ਪਬਰਵਾਰਿ ਯੋਜਨਾ )IFP) ਔਫ਼ ਐਿਸਚੇਂਜ ‘ਤੇ ਿਾਲ ਿਰੋ: 1-800-839-2172 (TTY: 711)। ਿੈਲੀਫੋਰਨੀਆ 
ਮਾਰਬਿਟਪਲਸ ਲਈ, IFP ਔਨ ਐਿਸਚੇਂਜ ਨ 1-888-926-4988 )TTY: 711) ਜਾਂ ਸਮੌਲ ਬਿਜ਼ਨਸ ਨੂ 
1-888-926-5133 (TTY: 711) ‘ਤੇ ਿਾਲ ਿਰੋ। ਹੈਲਥ ਨੱਟ ਰਾਹੀਂ ਸਾਮੂਬਹਿ ਪਲਨਾਂ ਲਈ, 

Бесплатная помощь переводчиков. Вы можете получить помощь переводчика. Вам могут прочитать 
документы на Вашем родном языке. Если Вам нужна помощь, звоните по телефону Центра помощи 
клиентам, указанному на вашей карте участника плана. Вы также можете позвонить в отдел помощи 
участникам не представленных на федеральном рынке планов для частных лиц и семей 
(IFP) Off Exchange 1‑800‑839‑2172 (TTY: 711). Участники планов от California marketplace: звоните 
в отдел помощи участникам представленных на федеральном рынке планов IFP (On Exchange) по 
телефону 1‑888‑926‑4988 (TTY: 711) или в отдел планов для малого бизнеса (Small Business) по 
телефону 1‑888‑926‑5133 (TTY: 711). Участники коллективных планов, предоставляемых через 
Health Net: звоните по телефону 1‑800‑522‑0088 (TTY: 711). 

Panjabi (Punjabi) 

1-800-522-0088 (TTY: 711) ‘ਤੇ ਿਾਲ ਿਰੋ। 

Russian 

يد درخواست کنيد اسناد به زبان شما برايتان خوانده شوند. برای خدمات زبان بدون هزينه. می توانيد يک مترجم شفاهی بگيريد. می توان
 به شماره: IFP( Off Exchangeيان به شماره روی کارت شناسايی يا طرح فردی و خانوادگی (دريافت کمک، با مرکز تماس مشتر
TTY:711( 1-800-839-2172 تماس بگيريد. برای بازار کاليفرنيا، با )IFP On Exchange 4988-926-888-1 شماره 

TTY:711( يا کسب و کار کوچک )TTY:711( 1-888-926-5133 تماس بگيريد. برای طرح های گروهی از طريق )
Health Net با ،TTY:711( 1-800-522-0088 .تماس بگيريد )

Servicios de idiomas sin costo. Puede solicitar un intérprete, obtener el servicio de lectura de documentos y 
recibir algunos en su idioma. Para obtener ayuda, comuníquese con el Centro de Comunicación con el Cliente 
al número que figura en su tarjeta de identificación o llame  plan individual y familiar que no pertenece al 
Mercado de Seguros de Salud al 1-800-839-2172 (TTY: 711). Para planes del mercado de seguros de salud de 
California, llame al plan individual y familiar que pertenece al Mercado de Seguros de Salud al 
1-888-926-4988 (TTY: 711); para los planes de pequeñas empresas, llame al 1-888-926-5133 (TTY: 711).  
Para planes grupales a través de Health Net, llame al 1-800-522-0088 (TTY: 711).

Tagalog
Walang Bayad na Mga Serbisyo sa Wika. Makakakuha kayo ng interpreter. Makakakuha kayo ng mga 
dokumento na babasahin sa inyo sa inyong wika. Para sa tulong, tumawag sa Customer Contact Center sa 
numerong nasa ID card ninyo o tumawag sa Off Exchange ng Planong Pang-indibidwal at Pampamilya 
(Individual & Family Plan, IFP): 1-800-839-2172 (TTY: 711). Para sa California marketplace, tumawag sa 
IFP On Exchange 1-888-926-4988 (TTY: 711) o Maliliit na Negosyo 1-888-926-5133 (TTY: 711).  
Para sa mga Planong Pang-grupo sa pamamagitan ng Health Net, tumawag sa 1-800-522-0088 (TTY: 711).

Thai
ไมมคาบรการดานภาษา คณสามารถใชลามได คณสามารถใหอานเอกสารใหฟงเปนภาษาของคณได หากตองการความชวย
เหลอ โทรหาศนยลกคาสมพนธไดทหมายเลขบนบตรประจาំตวของคณ หรอโทรหาฝายแผนบุคคลและครอบครวของเอกชน 
(Individual & Family Plan (IFP) Off Exchange) ท 1-800-839-2172 (โหมด TTY: 711) สาំหรบเขตแคลฟอรเนย โทรหา
ฝายแผนบุคคลและครอบครวของรฐ (IFP On Exchange) ไดท 1-888-926-4988 (โหมด TTY: 711) หรอ ฝายธรกจขนาดเลก 
(Small Business) ท 1-888-926-5133 (โหมด TTY: 711) สาំหรบแผนแบบกลุมผานทาง Health Net โทร 
1-800-522-0088 (โหมด TTY: 711)
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Panjabi (Punjabi)
ਬਿਨਾਂ ਬਿਸੇ ਲਾਗਤ ਵਾਲੀਆਂ ਭਾਸਾ ਸੇਵਾਵਾਂ। ਤੁਸੀਂ ਇੱਿ ਦੁਭਾਸੀਏ ਦੀ ਸੇਵਾ ਹਾਸਲ ਿਰ ਸਿਦੇ ਹੋ। ਤੁਹਾਨੰੂ ਦਸਤਾਵੇਜ਼ ਤੁਹਾਡੀ ਭਾਸਾ 
ਬਵੱਚ ਪੜ੍ਹ ਿੇ ਸੁਣਾਏ ਜਾ ਸਿਦੇ ਹਨ। ਮਦਦ ਲਈ, ਆਪਣੇ ਆਈਡੀ ਿਾਰਡ ਤੇ ਬਦੱਤੇ ਨੰਿਰ ਤੇ ਗਾਹਿ ਸੰਪਰਿ ਿੇਂਦਰ ਨੰੂ ਿਾਲ ਿਰੋ ਜਾਂ 
ਬਵਅਿਤੀਗਤ ਅਤੇ ਪਬਰਵਾਰਿ ਯੋਜਨਾ )IFP) ਔਫ਼ ਐਿਸਚੇਂਜ ‘ਤੇ ਿਾਲ ਿਰੋ: 1-800-839-2172 (TTY: 711)। ਿੈਲੀਫੋਰਨੀਆ 
ਮਾਰਬਿਟਪਲੇਸ ਲਈ, IFP ਔਨ ਐਿਸਚੇਂਜ ਨੰੂ 1-888-926-4988 )TTY: 711) ਜਾਂ ਸਮੌਲ ਬਿਜ਼ਨੇਸ ਨੰੂ
1-888-926-5133 (TTY: 711) ‘ਤੇ ਿਾਲ ਿਰੋ। ਹੈਲਥ ਨੈੱਟ ਰਾਹੀਂ ਸਾਮੂਬਹਿ ਪਲੈਨਾਂ ਲਈ,  
1-800-522-0088 (TTY: 711) ‘ਤੇ ਿਾਲ ਿਰੋ।

Russian
Бесплатная помощь переводчиков. Вы можете получить помощь переводчика. Вам могут прочитать 
документы на Вашем родном языке. Если Вам нужна помощь, звоните по телефону Центра помощи 
клиентам, указанному на вашей карте участника плана. Вы также можете позвонить в отдел помощи 
участникам не представленных на федеральном рынке планов для частных лиц и семей 
(IFP) Off Exchange 1‑800‑839‑2172 (TTY: 711). Участники планов от California marketplace: звоните 
в отдел помощи участникам представленных на федеральном рынке планов IFP (On Exchange) по 
телефону 1‑888‑926‑4988 (TTY: 711) или в отдел планов для малого бизнеса (Small Business) по 
телефону 1‑888‑926‑5133 (TTY: 711). Участники коллективных планов, предоставляемых через 
Health Net: звоните по телефону 1‑800‑522‑0088 (TTY: 711).

Spanish
Servicios de idiomas sin costo. Puede solicitar un intérprete, obtener el servicio de lectura de documentos y
recibir algunos en su idioma. Para obtener ayuda, comuníquese con el Centro de Comunicación con el Cliente
al número que figura en su tarjeta de identificación o llame  plan individual y familiar que no pertenece al 
Mercado de Seguros de Salud al 1-800-839-2172 (TTY: 711). Para planes del mercado de seguros de salud de 
California, llame al plan individual y familiar que pertenece al Mercado de Seguros de Salud al
1-888-926-4988 (TTY: 711); para los planes de pequeñas empresas, llame al 1-888-926-5133 (TTY: 711).
Para planes grupales a través de Health Net, llame al 1-800-522-0088 (TTY: 711).

Tagalog
Walang Bayad na Mga Serbisyo sa Wika. Makakakuha kayo ng interpreter. Makakakuha kayo ng mga 
dokumento na babasahin sa inyo sa inyong wika. Para sa tulong, tumawag sa Customer Contact Center sa
numerong nasa ID card ninyo o tumawag sa Off Exchange ng Planong Pang-indibidwal at Pampamilya 
(Individual & Family Plan, IFP): 1-800-839-2172 (TTY: 711). Para sa California marketplace, tumawag sa 
IFP On Exchange 1-888-926-4988 (TTY: 711) o Maliliit na Negosyo 1-888-926-5133 (TTY: 711).  
Para sa mga Planong Pang-grupo sa pamamagitan ng Health Net, tumawag sa 1-800-522-0088 (TTY: 711). 

Thai 
ไมมคาบรการดานภาษา คณสามารถใชลามได คณสามารถใหอานเอกสารใหฟงเปนภาษาของคณได หากตองการความชวย 
เหลอ โทรหาศนยลกคาสมพนธไดทหมายเลขบนบตรประจาตวของคณ หรอโทรหาฝายแผนบุคคลและครอบครวของเอกชน 
(Individual & Family Plan (IFP) Off Exchange) ท 1-800-839-2172 (โหมด TTY: 711) สาหรบเขตแคลฟอรเนย โทรหา 
ฝายแผนบุคคลและครอบครวของรฐ (IFP On Exchange) ไดท 1-888-926-4988 (โหมด TTY: 711) หรอ ฝายธรกจขนาดเลก 
(Small Business) ท 1-888-926-5133 (โหมด TTY: 711) สาหรบแผนแบบกลุมผานทาง Health Net โทร 
1-800-522-0088 (โหมด TTY: 711)

Vietnamese
Các Dịch Vụ Ngôn Ngữ Miễn Phí. Quý vị có thể có một phiên dịch viên. Quý vị có thể yêu cầu được đọc cho 
nghe tài liệu bằng ngôn ngữ của quý vị. Để được giúp đỡ, vui l òng gọi Trung Tâm Liên Lạc Khách Hàng theo 
số điện thoại ghi trên thẻ ID của quý vị hoặc gọi Chương Trình Bảo Hiểm Cá Nhân & Gia Đình (IFP) Phi Tập 
Trung: 1‑800‑839‑2172 (TTY: 711). Đối với thị trường California, vui lòng gọi IFP Tập Trung 
1‑888‑926‑4988 (TTY: 711) hoặc Doanh Nghiệp Nhỏ 1‑888‑926‑5133 (TTY: 711). Đối với các Chương Trình 
Bảo Hiểm Nhóm qua Health Net, vui lòng gọi 1‑800‑522‑0088 (TTY: 711). 
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	Renewal Plan Election and Open Enrollment Change Form 
	1. Employee information 
	Medicare secondary payer (MSP) 
	Medical loss ratio (MLR) 

	2. Medical plan offerings (Complete the contribution and the plans you wish to offer.) 
	Health Net PPO 
	Health Net HMO (First select your network, then select your plan.) 
	Health Net CommunityCare HMO 

	3. Supplemental renewal offerings (Select either voluntary or employer-paid and then select the plans you wish to offer.) 
	Employer monthly contribution 
	Vision 
	Dental 
	Life and AD&D options (If Health Net Life is selected, all full-time employees are eligible.) 

	Open Enrollment Medical Plan Change Request Form 
	Employer group information 
	Optional rider information 

	Nondiscrimination Notice 
	HEALTH NET: 

	English


	Quote: 
	Renewal effective date: 
	granfather1: Off
	Probationary period1: Off
	Total eligible employees: 
	Arizona employees: 
	Out of state employees: 
	ERISAdd: Off
	No-reason1: 
	Total worldwide employees: 
	for coverage: 
	Employer monthly contribution  Employee: 
	Dependent: 
	Employer monthly contribution  Employee 2: 
	Dependent 2: 
	PPO-1: Off
	PPO-2: Off
	PPO-3: Off
	PPO-4: Off
	PPO-5: Off
	PPO-6: Off
	PPO-7: Off
	PPO-8: Off
	PPO-9: Off
	PPO-10: Off
	PPO-11: Off
	PPO-12: Off
	PPO-13: Off
	PPO-14: Off
	HMO-1: Off
	HMO-2: Off
	HMO-3: Off
	HMO-4: Off
	platinum $0: Off
	platinum $10: Off
	platinum $20: Off
	platinum $30: Off
	Gold-30: Off
	Gold-35: Off
	Gold-40: Off
	gold 50: Off
	Silver-50: Off
	CC-silver 50: Off
	CC-bronze: Off
	Chiropractic-rider: Off
	Infertility-rider: Off
	Dependent_1: 
	Dependent_2: 
	Dependent_3: 
	Dependent_4: 
	Vision-11: Off
	preferred 1: Off
	preferred 2: Off
	preferred 3: Off
	elite: Off
	supreme: Off
	plus: Off
	exam: Off
	Dental-11: Off
	DHMO 1: Off
	DHMO 2: Off
	DPPO 1: Off
	DPPO 2: Off
	DPPO 3: Off
	DPPO 4: Off
	DPPO 5: Off
	Policyholder name: 
	PolicyholderCase ID located on the coverage page and header of renewal proposal pages: 
	Company authorized representative please print: 
	Title: 
	Date: 
	Email address: 
	Phone: 
	Group number: 
	Group name: 
	Renewal effective date2: 
	Group contact: 
	Contact phone: 
	Contact fax: 
	Contact email address: 
	Rider: Off
	Chiro: Off
	Members nameRow1: 
	Members SSN or reference IDRow1: 
	Primary care physician IDRow1: 
	Group Row1: 
	Check_Box_1: Off
	Check Box_1: Off
	PLATINUM $0: Off
	PLATINUM $10: Off
	PLATINUM $20_Row_1: Off
	PLATINUM $30 Row_1: Off
	GOLD $30 Row_1: Off
	GOLD $35 Row_1: Off
	GOLD $40 Row_1: Off
	GOLD $50 Row_1: Off
	SILVER $50 Row_1: Off
	FULL NETWORK Row_1: Off
	WHOLECARE Row_1: Off
	SMARTCARE Row_1: Off
	SALUD Row_1: Off
	Members nameRow2: 
	Members SSN or reference IDRow2: 
	Primary care physician IDRow2: 
	Group Row2: 
	Check_Box_2: Off
	Check Box_2: Off
	PLATINUM $0_2: Off
	PLATINUM $10_2: Off
	PLATINUM $20_Row_2: Off
	PLATINUM $30 Row_2: Off
	GOLD $30 Row_2: Off
	GOLD $35 Row_2: Off
	GOLD $40 Row_2: Off
	GOLD $50 Row_2: Off
	SILVER $50 Row_2: Off
	FULL NETWORK Row_2: Off
	WHOLECARE Row_2: Off
	SMARTCARE Row_2: Off
	SALUD Row_2: Off
	Members nameRow3: 
	Members SSN or reference IDRow3: 
	Primary care physician IDRow3: 
	Group Row3: 
	Check_Box_3: Off
	Check Box_3: Off
	PLATINUM $0_3: Off
	PLATINUM $10_3: Off
	PLATINUM $20_Row_3: Off
	PLATINUM $30 Row_3: Off
	GOLD $30 Row_3: Off
	GOLD $35 Row_3: Off
	GOLD $40 Row_3: Off
	GOLD $50 Row_3: Off
	SILVER $50 Row_3: Off
	FULL NETWORK Row_3: Off
	WHOLECARE Row_3: Off
	SMARTCARE Row_3: Off
	SALUD Row_3: Off
	Members nameRow4: 
	Members SSN or reference IDRow4: 
	Primary care physician IDRow4: 
	Group Row4: 
	Check_Box_4: Off
	Check Box_4: Off
	PLATINUM $0_4: Off
	PLATINUM $10_4: Off
	PLATINUM $20_Row_4: Off
	PLATINUM $30 Row_4: Off
	GOLD $30 Row_4: Off
	GOLD $35 Row_4: Off
	GOLD $40 Row_4: Off
	GOLD $50 Row_4: Off
	SILVER $50 Row_4: Off
	FULL NETWORK Row_4: Off
	WHOLECARE Row_4: Off
	SMARTCARE Row_4: Off
	SALUD Row_4: Off
	Members nameRow5: 
	Members SSN or reference IDRow5: 
	Primary care physician IDRow5: 
	Group Row5: 
	Check_Box_5: Off
	Check Box_5: Off
	PLATINUM $0_5: Off
	PLATINUM $10_5: Off
	PLATINUM $20_Row_5: Off
	PLATINUM $30 Row_5: Off
	GOLD $30 Row_5: Off
	GOLD $35 Row_0: Off
	GOLD $40 Row_5: Off
	GOLD $50 Row_5: Off
	SILVER $50 Row_5: Off
	FULL NETWORK Row_5: Off
	WHOLECARE Row_5: Off
	SMARTCARE Row_5: Off
	SALUD Row_5: Off
	Members nameRow6: 
	Members SSN or reference IDRow6: 
	Primary care physician IDRow6: 
	Group Row6: 
	Check_Box_6: Off
	Check Box_6: Off
	PLATINUM $0_6: Off
	PLATINUM $10_6: Off
	PLATINUM $20_Row_6: Off
	PLATINUM $30 Row_6: Off
	GOLD $30 Row_6: Off
	GOLD $35 Row_5: Off
	GOLD $40 Row_6: Off
	GOLD $50 Row_6: Off
	SILVER $50 Row_6: Off
	FULL NETWORK Row_6: Off
	WHOLECARE Row_6: Off
	SMARTCARE Row_6: Off
	SALUD Row_6: Off
	Members nameRow7: 
	Members SSN or reference IDRow7: 
	Primary care physician IDRow7: 
	Group Row7: 
	Check_Box_7: Off
	Check Box_7: Off
	PLATINUM $0_7: Off
	PLATINUM $10_7: Off
	PLATINUM $20_Row_7: Off
	PLATINUM $30 Row_7: Off
	GOLD $30 Row_7: Off
	GOLD $35 Row_6: Off
	GOLD $40 Row_7: Off
	GOLD $50 Row_7: Off
	SILVER $50 Row_7: Off
	FULL NETWORK Row_7: Off
	WHOLECARE Row_7: Off
	SMARTCARE Row_7: Off
	SALUD Row_7: Off
	Members nameRow8: 
	Members SSN or reference IDRow8: 
	Primary care physician IDRow8: 
	Group Row8: 
	Check_Box_8: Off
	Check Box_8: Off
	PLATINUM $0_8: Off
	PLATINUM $10_8: Off
	PLATINUM $20_Row_8: Off
	PLATINUM $30 Row_8: Off
	GOLD $30 Row_8: Off
	GOLD $35 Row_7: Off
	GOLD $40 Row_8: Off
	GOLD $50 Row_8: Off
	SILVER $50 Row_8: Off
	FULL NETWORK Row_8: Off
	WHOLECARE Row_8: Off
	SMARTCARE Row_8: Off
	SALUD Row_8: Off
	Members nameRow9: 
	Members SSN or reference IDRow9: 
	Primary care physician IDRow9: 
	Group Row9: 
	Check_Box_9: Off
	Check Box_9: Off
	PLATINUM $0_9: Off
	PLATINUM $10_9: Off
	PLATINUM $20_Row_9: Off
	PLATINUM $30 Row_9: Off
	GOLD $30 Row_9: Off
	GOLD $35 Row_8: Off
	GOLD $40 Row_9: Off
	GOLD $50 Row_9: Off
	SILVER $50 Row_9: Off
	FULL NETWORK Row_9: Off
	WHOLECARE Row_9: Off
	SMARTCARE Row_9: Off
	SALUD Row_9: Off
	Members nameRow1_2: 
	Members SSN or reference IDRow1_2: 
	Group Row1_2: 
	Check Box1-1 Row_1: Off
	Check Box1-2 Row_1: Off
	Check Box1-3 Row_1: Off
	Check Box1-4 Row_1: Off
	Check Box1-5 Row_1: Off
	Check Box1-6 Row_1: Off
	Check Box1-7 Row_1: Off
	Check Box1-8 Row_1: Off
	Check Box1-9 Row_1: Off
	Check Box1-10 Row_1: Off
	Check Box1-11 Row_1: Off
	Check Box1-12 Row_1: Off
	Check Box1-13 Row_1: Off
	Check Box1-14 Row_1: Off
	Members nameRow2_2: 
	Members SSN or reference IDRow2_2: 
	Group Row2_2: 
	Check Box1-1 Row_2: Off
	Check Box1-2 Row_2: Off
	Check Box1-3 Row_2: Off
	Check Box1-4 Row_2: Off
	Check Box1-5 Row_2: Off
	Check Box1-6 Row_2: Off
	Check Box1-7 Row_2: Off
	Check Box1-8 Row_2: Off
	Check Box1-9 Row_2: Off
	Check Box1-10 Row_2: Off
	Check Box1-11 Row_2: Off
	Check Box1-12 Row_2: Off
	Check Box1-13 Row_2: Off
	Check Box1-14 Row_2: Off
	Members nameRow3_3: 
	Members SSN or reference IDRow3_2: 
	Group Row3_2: 
	Check Box1-1 Row_3: Off
	Check Box1-2 Row_3: Off
	Check Box1-3 Row_3: Off
	Check Box1-4 Row_3: Off
	Check Box1-5 Row_3: Off
	Check Box1-6 Row_3: Off
	Check Box1-7 Row_3: Off
	Check Box1-8 Row_3: Off
	Check Box1-9 Row_3: Off
	Check Box1-10 Row_3: Off
	Check Box1-11 Row_3: Off
	Check Box1-12 Row_3: Off
	Check Box1-13 Row_3: Off
	Check Box1-14 Row_3: Off
	Members nameRow4_4: 
	Members SSN or reference IDRow4_2: 
	Group Row4_2: 
	Check Box1-1 Row_4: Off
	Check Box1-2 Row_4: Off
	Check Box1-3 Row_4: Off
	Check Box1-4 Row_4: Off
	Check Box1-5 Row_4: Off
	Check Box4-2: Off
	Check Box1-7 Row_4: Off
	Check Box1-8 Row_4: Off
	Check Box1-9 Row_4: Off
	Check Box1-10 Row_4: Off
	Check Box1-11 Row_4: Off
	Check Box1-12 Row_4: Off
	Check Box1-13 Row_4: Off
	Check Box1-14 Row_4: Off
	Printed nameRow1: 
	date2: 
	Life-$15000: Off
	Life-$25000: Off
	Life-$50000: Off


